INTRODUCTION {#sec1-1}
============

Blunt trauma chest resulting in tracheobronchial injuries (TBI) are rare in children. The cause could be high impact blunt trauma, penetrating injury or iatrogenic during bronchoscopy.\[[@ref1][@ref2]\] We report a case of bronchial rupture sustained in a road accident. Early diagnosis and surgical treatment is emphasized.

CASE REPORT {#sec1-2}
===========

An 8-year-old girl presented six hours after a road accident. She had been crushed underneath an agricultural tractor trolley. The patient had developed rapidly progressive dyspnea. Her respiratory rate was 80/ min, heart rate was 130 beats per min and the radial pulses were impalpable. The blood pressure and SpO~2~ could not be recorded. The limbs were cold and clammy. The air entry was absent on right chest and the percussion note was resonant. She was resuscitated with IV fluid boluses, and a quick tube thoracostomy. She was kept in propped up position with moist oxygen supplementation. Despite this, her condition continued to deteriorate. There was massive air leak through the tube. SpO~2~ did not increase beyond 50%. The chest radiograph showed right pneumothorax with collapsed lung \[[Figure 1](#F1){ref-type="fig"}\]. The lab investigations showed Hb of 13 gm%, PCV 38 and normal electrolytes. A tracheobronchial injury was suspected clinically and the patient was taken up for urgent thoracotomy in view of rapidly deteriorating condition. In the operating room, under general anaesthesia a rigid bronchoscopy was done to locate the suspected airway injury. It revealed a tear in the right intermediate bronchus. No active bleeding was seen. Left side airway was normal. The sheath of the bronchoscope was introduced into the left main bronchus under vision and the telescope was withdrawn. A lubricated stiff stilette (tube exchanger) was passed through the sheath into the left bronchus. The sheath was exchanged with an appropriate sized endotracheal tube by the Seldinger technique resulting in left bronchial selective intubation. With this the oxygen saturation improved to 90%. A right posterolateral thoracotomy was performed through the 5^th^ intercostal space. The right lung was found to be completely collapsed and a tear was found on the right intermediate bronchus. The tear was almost 1.5 cm long, had irregular margins. The lower lobar bronchus had completely severed from the bronchus. The tear was extending into the middle lobe. The pulmonary artery in the fissure was intact. The rigid bronchoscope was used to visualize the proximal anatomy through the tear. It revealed an intact upper lobar bronchus. It was not possible to repair the defect as it was extending within the middle lobe. Hence, a right lower and middle lobectomy was performed. The upper lobe was thus saved and the stump was closed with intermittent 4-0 prolene sutures. The suture line was reinforced with mediastinal pleura. Thoracotomy was closed with an intercostal drainage tube. The patient was extubated on table. The postoperative recovery was uneventful and the patient was off oxygen after 48 hrs. The postoperative chest radiograph showed satisfactory expansion of the right upper lobe and the chest tube was removed on 5^th^ postoperative day.

![Chest X ray showing pneumothorax with completely collapsed lung](JIAPS-16-113-g001){#F1}

DISCUSSION {#sec1-3}
==========

Blunt trauma resulting in TBI is rare, in children.\[[@ref3][@ref4]\] In addition to clinical and radiological evaluation, early bronchoscopic evaluation in suspected cases confirms the diagnosis.\[[@ref5]\] In our case, the suspicion of bronchial rupture was confirmed with the bronchoscopy performed in the operation room. It was also helpful in positioning the endotracheal tube in the uninjured opposite bronchus, so that air leak could be minimized through the defect. This is an important aspect to improve oxygenation and maintenance of optimum oxygen saturation during the procedure. Also it made the operation easier as the entire lung remained collapsed during the surgery. Further no blood or secretions entered the left bronchus through the right sided rent.

Cases with intact peribronchial tissues and those with tears less than 2 cm have been reported to be managed conservatively.\[[@ref6][@ref7]\] However, the main option remains surgery.\[[@ref1][@ref2]\] Airway control bypassing the tear or selective intubation of the uninjured side helps in better intraoperative view and patient management. The literature shows that in the acute setting, majority of the cases can be tackled by suture closing\[[@ref8][@ref9]\] the tear but a few may require lobectomy or pneumonectomy. Lobectomy is usually resorted to when the lobar bronchi are damaged beyond repair. Cases of TBI usually require a tailored approach.

Delays in the diagnosis of TBI and coexisting injuries increase mortality and morbidity. Early surgical repair prevents infection and bronchial stenosis and decreases the need for lung resection.\[[@ref8]\] In chronic bronchial rupture, fibrosis following atelectasis might prevent reexpansion and may even require pneumonectomy,\[[@ref9]\] though, successful primary or delayed repair of bronchus have also been reported.\[[@ref10][@ref11]\]
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